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ABSTRACT: Developing as a physician requires an enormous amount of complex training, and quality of instruction greatly affects training
outcomes. But while physicians are expected to teach trainees within the clinic, they often do not receive formal training in effective instructional
practices. Providing faculty development programs is one way that institutions can help physicians develop teaching skills, but these programs
often are developed without the input of educational specialists and not based in educational theory. In this methodology paper, we describe a
5-module curriculum that was developed in a cross-disciplinary collaboration between instructional designers and physician faculty. By merging
educational and medical expertise and using adult learning theory with the Charlotte-Danielson educational framework, an essentials for clinical teaching educational endorsement program (ECTEEP) was created as a feature of the institutional curriculum within a large, urban teaching
hospital. Here we describe how the program was developed through a physician-educator partnership, outline the program’s key content, and
highlight essential aspects of successful implementation. The ECTEEP incorporates active learning approaches within an abbreviated format,
distilling 5 critical aspects of effective teaching that are relevant to the clinical environment: cultural humility and safe learning environments,
instruction practices for engaging learners, instruction and assessment strategies, receiving and giving feedback, and mentorship and coaching. A central feature of the program is that facilitators actively model the teaching behaviors they are conveying, which underscores the critical
importance of facilitator preparation and skill. Our curriculum is offered here as a basic template for institutions that may want to establish a
program for enhancing physician teaching skill.
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Introduction

programs for physicians to acquire teaching skills has been
increasing, and programs have taken many forms.7-10
How do physicians develop as teachers? Although some
physicians may spend a great deal of time and effort on professional level training in education,11 the more common way that
physicians learn how to teach is at the individual level, acquiring skills in an ad hoc manner and constructing knowledge
based on observation and personal experience.5 But an institutional culture that values education and provides opportunities
for physicians to develop a teaching practice4 is crucial for
enhancing the physician-teacher identity.5 Institutional programming efforts for promoting physician teaching expertise
are a feasible, practical way of helping physicians become
skilled in the art of teaching.8 A best evidence medical education (BEME) review of faculty development initiatives to
improve effectiveness of medical education showed that physicians often reported increased knowledge of educational principles and adult learning theory12 and gains in teaching skills
after participating in development programs such as workshops, seminars, and short courses,10,13 emphasizing that formal initiatives are a valuable strategy: in essence, underlining

Medical professionals develop through training: a complex
interplay between learner and instructor. Yet physicians do not
normally receive explicit training in how to teach, even though
training others is a fundamental feature of medical practice. At
teaching hospitals in the United States, the Accreditation
Council for Graduate Medical Education (ACGME) requires
physician faculty at accredited institutions to be competent in
instruction, maintain educational environments that are conducive to educating trainees, and pursue development to
enhance teaching skills.1 Physician trainees (residents and fellows) are also expected to have a certain fluency as teachers,
since they often teach a range of clinical procedures to medical
students and their peers.2,3 And of course, all medical professionals are educators for their patients. Thus, teaching expertise
is a multi-faceted necessity for physicians. But developing a
range of competencies to include patient care, research, and
education creates competing interests and enormous demands
on time.4 Yet physicians need to hone their teaching skills to
optimally transmit clinical knowledge, critical behaviors, and
essential skills.5,6 Fortunately, creation of faculty development
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the importance of developing an intentional pedagogy with
efficacy.
While studies have shown that “teach the physician to
teach” programs work and are well-received,14 we have observed
a lack of discussion on the cross-disciplinary collaboration
between physicians and non-medically trained educational
professionals in creating physician teacher-training programs.
Educators and instructional designers—those professionals
trained in the art and science of teaching methods—have an
enormous amount of knowledge and experience that can support the development of programs to help physicians become
skilled teachers. In this Methodology article, we outline the key
features of our essentials for clinical teaching educational
endorsement program (ECTEEP) that was created by a PhDlevel instructional designer who previously served as a teacher,
leader, and administrator in the world of public education. The
ECTEEP was developed and refined in collaboration with
physicians in a large urban teaching hospital. The marriage of
instructional design rooted in fundamental educational
approaches with the expertise of physicians who have realworld clinical insight was the perfect recipe for creating a feasible and successful teach-the-teacher program.
The ECTEEP is based on a synthesis of andragogy/adult
learning theories15 with the Charlotte–Danielson16-18 teaching
framework and comprises 5 educational topics that are fundamental for delivering high-quality instruction. Notably, the program aims to convey information about intentional teaching
decisions and model these crucial teaching strategies through
skilled facilitation. The objective of the ECTEEP is to provide
feasible, practical learning opportunities for attending physicians
and trainees to explicitly develop teaching or pedagogical skills
with structured feedback and a professional endorsement.
Demand for the program within and outside our institution has
grown rapidly, highlighting physician desire for improving
teaching skills. Here, we describe a brief history of how the program was developed, provide a thorough outline of the ECTEEP
structure, and emphasize key lessons learned from having implemented and refined the ECTEEP over 3 years.

Program Development—Synthesizing Theory,
Educational Framework, and Clinical Expertise

A need for integrating theory and conceptual frameworks into
physician-teacher training design has been highlighted,10,19 and
non-medical professional educators can play a key role in this
process. At our urban teaching hospital, a team of instructional
designers in the Department of Graduate Medical Education
(GME) support medical faculty across more than 50 resident and
fellowship training programs. When program directors and physician faculty expressed a desire for creating institutional support
for physician teacher training, a staff instructional designer with
expertise in college and K-12 education initiated program design.
First, the ACGME common program requirements and
guidelines were studied to identify the critical teaching expectations of physicians. The requirements emphasize a scholarly
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approach to patient care, which involves synthesizing teaching,
learning, and research to encourage curiosity and critical thinking in trainees. Thus, faculty must be able to ask meaningful
questions, demonstrate compassion, show commitment to excellence in teaching and patient care, and exhibit professionalism
and a dedication to lifelong learning.1 Some of the ideal behaviors of clinical teachers are enthusiasm, empathy, patience, accessibility, competence, organization, and responsiveness, among
others.20 Based on these expectations and characteristics, a range
of theories and frameworks that form the intellectual foundation
for what constitutes quality teaching were researched. Ultimately,
several aspects of adult learning theory and a constructivist
approach with the Charlotte Danielson teaching framework
were chosen to anchor the program structure.
The instructional designer then contacted multiple experts
in the K-12 and college educational fields and worked with
them to create instructional content that combined medical
education philosophy with general adult learning philosophy,
merging facets of pedagogy and andragogy from outside the
world of medicine to craft a clinically relevant curriculum.
After outlining a basic curriculum, a panel of physicians
reviewed the program and provided critical feedback and clinical content. This essential step included incorporating proper
clinical terminology and real-world clinical scenarios into the
learning modules. After merging educational and clinical content, a 6-module series of 2-hour seminars was established, and
qualified facilitators for each module were found.
For the first iteration of the program, session facilitators
were not physicians or clinical professionals, but rather were
acclaimed educational leaders from local universities and other
educational arenas, each with a specific area of expertise. After
launching a pilot program for internal medicine trainees and
another multi-specialty institution-wide session for physicians,
the instructional designer integrated feedback and refined the
program.
Thus, the ECTEEP was revised into what is now a 5-module series of 2-hour interactive seminars with optional in-clinic
observational assessment that includes personal feedback sessions and the potential for a professional endorsement upon
full completion.
The critical elements of teaching addressed in the 5-session
ECTEEP are the following (Figure 1):
1.
2.
3.
4.
5.

Cultural humility and safe learning environments
Instructional practices: engaging learners
Instruction and assessment strategies
Receiving and giving feedback
Mentorship and coaching

A crucial point, however, is that the ECTEEP is more than
a compilation of course content describing quality teaching
behavior; rather, the way in which the modules are delivered is
key to program design. Although this creates a challenge for
replication in other environments, the success of the program
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Figure 1. Outline of the 5-module essentials for clinical teaching educational endorsement program with key learning points.

hinges on the fact that it was created to impart best practices in
teaching through the direct modeling and facilitation of critical
teaching behaviors. Over the 3-year implementation, physician
leaders have been integrated into the program as facilitators.
With direction and feedback from the instructional designer, 2
of the 5 sessions (Receiving & Giving Feedback and Mentorship
& Coaching) are now fully led by physicians who have been

specifically trained in facilitation methods for each module. As
the program evolves and interest grows, more physician leaders
will be trained by the GME instructional design team to promote quality and consistency. Another key element is that the
program is offered not only to established clinical teaching faculty, but also to residents and fellows in training. This multidisciplinary and mixed level group dynamic fosters collaboration
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and communication across the medical hierarchy and gives
early career physicians with an interest in pursuing a teaching
track an opportunity to launch a successful teaching trajectory.
The following sections outline the theoretical and educational framework used for creating the ECTEEP, the detailed
substance of the 5 modules, and a summary of critical lessons
learned during implementation, in particular the difficulty in
preparing facilitators for active learning within a medical professional context. We hope that our experiences and framework
will help other institutions implement an effective and streamlined teaching skills curriculum for physicians by adapting our
program for their specific environment and needs.

Program Foundation—Theory and Framework

Physician faculty and trainees are established professionals
who have devoted enormous time to obtaining clinical education and therefore have distinct learning needs. Adult learning
theories recognize the unique situations adult learners face that
are different from those of children. One of the major adult
learning theories is andragogy (adult education), a term juxtaposed to pedagogy (childhood education). In an approach
rooted in andragogy, adults are recognized as learning best
through experiences, as having a preference for learning things
that they believe are relevant, and as desiring involvement in
how they are taught.21,22 Thus, adults must feel a sense of ownership and choice in their learning, and this consideration is
paramount for designing effective training programs for medical professionals. Working directly with clinicians to develop
clinical course content was one major way that we incorporated
physician ownership, content relevance, and personal involvement in our ECTEEP. However, for adaptation within other
institutions, clarifying the specific, relevant needs of unique
professional populations is essential.
While rooting the individual ECTEEP sessions in adult learning theory, we also focused on incorporating elements of social
learning, constructivist, and cognitivist theories. Sociocultural
approaches state that learning takes place within a cultural context,
where social and individual processes are interdependent, dynamic,
and social aspects of development.23-26 Language and other symbolic means of communication are viewed as being powerful drivers in how and what we learn. Therefore, all learning modules for
the ECTEEP were designed to be taught through multiple learning modalities (eg, auditory, kinesthetic, visual, tactile) and to
implement teaching for promoting exploration and discovery
while reducing learner fear and stress. For example, during the safe
learning and cultural humility session, the facilitator uses an array
of learning exercises that include lecture (auditory), short video
(visual), props such as charts to apply content to real-world goals
and aspirations (tactile and visual), and partner activities that use
physical aids (eg, legos) and movement with ice-breaker activities
(kinesthetic and tactile).
Put simply, constructivist theory posits that individuals
build their own learning based on prior knowledge and experience, which is counter to the idea of knowledge being passively
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absorbed.27-30 Thus, understanding is achieved by the learner
establishing connections between past facts and new information. Social constructivism has been used in some areas of
healthcare professional learning research,31 and because physicians must engage in professional lifelong learning within a
social context, this theory provided the inspiration to incorporate activities that address some important issues in medical
training, such as recognizing and handling bias and racism in
the clinic. Providing participants opportunities to adapt each
learning strategy to their own discipline within each session
was also a top priority. In the module that addresses strategies
for engaging learners, participants are provided a Learning
Plan template that organizes a general learning encounter and
lists all the strategies and assessments that are covered in the
session (Figure 2a). The participants then begin to adapt the
plan for their own needs. So, faculty who perform large group
didactics may focus on developing an anticipatory set feature to
grab an audience’s attention, while those who teach small
groups within the clinic may outline activities such as interactive demonstrations, think-pair-share, problem-based instruction, or cooperative learning exercises.
A cognitivist approach focuses on the mental processes
involved in learning, and components of this approach include
considering relevance of learning (as in andragogy), thinking
about what is happening, discussing content, and experimenting with new ideas and concepts.32-35 One way that the cognitivist framework was integrated into program design was
through an emphasis on requiring facilitators to consistently
ask learners to communicate experiences from their professional lives that relate to the topic of study. Then, new scenarios
and instruction in best methods are given, and learners are
asked to weave together their real-world encounters with newly
acquired knowledge and strategies.
Observational learning is another way that educators integrate social cognitive theory into instruction. In the ECTEEP,
learners watch facilitators model specific teaching behaviors,
underscoring the crucial element of facilitator skill. For example, in the module on creating a safe environment, the facilitator enacts scenarios (such as handling a situation where an
improper comment has been made) while explaining the
importance of the modeled behaviors (eg, making sure a learner
feels heard). Also, reproduction is an important cognitive element, so participants are given the opportunity, as time allows,
to apply and practice the modeled behavior, often through
small breakout group discussions and activities. Importantly,
physicians who complete all five sessions can opt to have an
instructional designer observe their teaching in the clinic,
which further cements the cognitive aspects involved in
improving one’s teaching skills.

Using the Charlotte Danielson Framework

To synthesize the theoretical foundations outlined above, a practical educational framework was used when creating the learning
modules. The Charlotte Danielson (CD)16 teaching framework
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Figure 2. Examples of resources for physicians from the Essentials for clinical teaching educational endorsement program (ECTEEP). (a) A Learning
Plan template that contains key teaching and assessment strategies as well as a general outline of recommended lesson elements (from the ECTEEP
module “Instructional Practices: Engaging Learners”). (b) An easy-access summary of best practices for coaching and giving feedback. This tool was
created to merge the 1-2-3 Feedback model presented in “Receiving and Giving Feedback” with open-ended questioning strategies covered in
“Mentorship and Coaching.”

is based on the central aspects of effective teaching that have been
assessed through empirical research.It divides the act of teaching
into 4 key domains: (1) planning and preparation, (2) the classroom environment, (3) instruction, and (4) professional responsibilities. All domains were considered within all 5 modules to

ensure that the program had a practical structure that would promote consistency, effectiveness, and learner engagement. The
Table 1 below describes the 5 learning modules, highlighting key
content features and indicating the CD framework elements that
were used: a detailed discussion of each module follows.

• Reflection on medical education practice
• Didactic on how diversity strengthens teams (Who is
in the Room?)
• Mini-lecture on Scott Page’s Diversity Bonus36
• Lego communication activity
• SGD on recognizing, acknowledging, and embracing
differences
• RPA on how to address racist comments

D1. Planning and Preparation
D2. Classroom Environment
D2a. Respect and Rapport
D4. Professional Responsibilities

D1. Planning and Preparation
D3. Instruction

D1. Planning and Preparation
D3. Instruction

D2. Classroom Environment
D3. Instruction
D4. Professional Responsibilities

D1. Planning and Preparation
D2. Classroom Environment
D4. Professional Responsibilities

•
•
•
•

•
•

•
•

•
•
•

•
•
•

Cultural humility and safe
learning environments

Instructional practices:
engaging learners

Assessment strategies

Receiving and giving
feedback

Mentorship and coaching

Abbreviations: RPA, role playing activity; SGA, small group activity; SGD, small group discussion.
aSee Figure 1 for key learning points contained within each module.
bDomain of the Charlotte Danielson (CD) Framework for Quality Teaching.
cThese are essential facilitator skills in addition to having thorough knowledge and mastery of information included in the module.

• 
Shoelace exercise: SGA to coach each other in how
to tie a shoe
• Listening skills SGA to practice active listening and
asking open-ended questions
• Bedside coaching SGA to practice applying
coaching framework

• SGD on Feedback vs Evaluation
• SGD to identify barriers to feedback
• 
Video simulations: Cases to practice 1-2-3 Feedback
Model

• Fist-to-Five Formative Assessment Routine
• SGD: Exploring adult learning styles
• SGA: Using and mapping Impactful Question Types
• 
I used to think. . . Now I think: Visible Thinking
Routine
• 
Drawing/Coaching: SGA on 2-way communication

• 
Your Turn: SGD on recognizing when learners are
engaged
• 
My Favorite Movie: SGD to learn “anticipatory sets.”
• Start with Why: SGA to design anticipatory sets
• 
PowerPoint Use: SGD on selections from paper
about effective presentations
• 
Gamification: SGA using online game to summarize
key content
• 
Whip Around: SGA to show how tools from session
will be used.

Key course activities

CD domainsb

Module titlea

Table 1. Characteristics of the 5 essentials for clinical teaching educational endorsement program modules.

• Can conduct discussions to elicit participation for key
concept construction
• Can actively demonstrate good medical coaching and
mentorship skills
• Can demonstrate differences in how to coach, mentor,
give feedback, and advise

• Can engage participants in practicing giving feedback
• Can assist participants in developing strategies to
overcome barriers to giving feedback
• Effectively coaches participants in 1-2-3 Feedback
method using video cases
• Helps participants reflect on prior experiences with
feedback

• Can spontaneously model good questioning techniques
• Able to coach participants in question development
• Meta-cognitive facilitation to convey through processes
during instruction
• Can name and reinforce adult learning styles
• Able to help participants identify how each skill can be
applied to their practice

• Able to facilitate SGD and SGA to promote active
knowledge acquisition
• Can model each learning strategy
• Manages multiple activities within 1 session

• Able to give consistent, quality feedback during
exercises
• Creates atmosphere of trust and safety
• Model listening and inquiry skills
• Able to guide participants in kinesthetic exercises
• Manages and models difficult and controversial
conversations

Required facilitator skills and knowledgec
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Module 1: Cultural humility and safe learning
environments
In the ECTEEP pilot program, “cultural competency” (the
original title of the module) and “creating a safe learning
environment” were taught as separate modules. However,
content within these modules overlapped, and instructional
designers condensed them into 1 unit to include only the
most essential aspects of each. Additionally, the term “cultural competency” was updated to “cultural humility” to align
with current and accurate terminology within the diversity,
equity, and inclusion context. One objective for this module
is to demonstrate the need for establishing a safe and receptive learning environment across cultural differences, with an
emphasis on understanding and embracing individual cultures and perspectives. Another objective is to establish
awareness that every learner has a unique story. One activity
that serves these objectives is called “Who’s in the room?”
The facilitator begins with a general question, such as “Who
had coffee this morning?” As learners become comfortable, it
opens a space for the facilitator to ask more sensitive questions, such as “Who is the firstborn in their family?” This
strategy allows the participants to discover aspects of their
colleagues they did not know about, establishing a safe space
to take risks. During this session, the facilitator models,
offers modifications, and uses other tools to create an environment where learners are willing to be more vulnerable
and take chances. Thus, because the participants are learning
about safe learning environments, the facilitator’s ability to
establish a truly open environment is essential.
Other topics covered are acknowledging differences, recognizing the diversity premium,36 othering and belonging, and
discussing tangible team results from embracing differences
and creating belonging. The CD instruction domain was integrated through an emphasis on stating clear objectives and
using cognitive tools such as active inquiry and interactive
learning approaches such as reacting to scenarios and video
clips. The domain of professional responsibility was integrated
by having learners reflect on their own practice with the goals
of encouraging individual growth and actively fostering culturally appropriate interactions with colleagues. This module covers potentially sensitive topics, and the ability to interactively
guide a group through the activities thoughtfully and with
equanimity is critical, which makes this module the most difficult one to facilitate.

Module 2: Instructional practices—engaging
learners
The module that addresses how to engage learners was designed
to answer a critical question: How do we apply instructional
strategies to increase learners’ engagement with a topic? This module is, unsurprisingly, a particularly interactive session, where
participants learn to differentiate between active and passive
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learning, learn about and practice active learning strategies, and
design a learning plan that uses these strategies to increase
engagement. Participants create a lesson specific to their specialty and are given the opportunity to demonstrate at least
part of the lesson.
The CD domain of instruction contains the directive to
“engage students in learning,” which is the namesake of this
module. Thus, the CD framework is embedded in this session
through exploration and modeling of multiple active learning
strategies, including think-pair-share, cooperative learning (eg,
flipped classrooms and problem-based learning), closure, and
gamification (eg, use of the online platform Kahoot!).37-43 This
domain also highlights the importance of communicating with
students and integrating specific objectives and purpose into a
lesson. The strategy of anticipatory sets, which are short vignettes
at the beginning of a lesson to catch students’ attention, is a
useful tool that physicians can use to communicate the importance of a topic while helping the learner connect their interests to the purpose of a lesson. Facilitators display a picture that
they had found compelling and then provide context and history that was unknown to them at the time they first saw the
picture. A discussion ensues about how context matters and
can change one’s perspective. Physicians leave this session with
a toolbox of interactive teaching strategies that they can adapt
to their own needs (Figure 2a). Again, the facilitator’s ability to
demonstrate and use all the active learning tools is essential to
this module’s success.

Module 3: Instruction and assessment strategies
During medical training, physicians are continually assessed
through academic exams, board examinations, institutional protocol training, and continuing medical education requirements.
Despite being subjected to multiple assessments throughout
professional development, physicians are rarely given the opportunity to learn about how to effectively perform learning assessments. This module aims to address this knowledge gap with 3
components: (1) effective use of questioning; (2) understanding
how the adult brain learns; and (3) the importance of modeling
metacognitive thinking to learners. Facilitators focus on making
learning visible by speaking the technique being used. One
example is called “fist-to-five,” where the facilitator asks the
learners at the beginning of the session, “How comfortable are
you understanding how your residents learn best?” The facilitator
asks participants to hold their hand in front of their chest so as
not to be visible to others and asks them to show either a fist (0)
or a number of fingers (1-5) that demonstrates their comfort
(with 5 being the most comfortable). The facilitator then explains
that the hand-to-chest posture was to maintain privacy and was
meant to help the facilitator assess whether participants become
more comfortable with identifying learning styles as the module
progresses. This module mainly encompasses the CD instruction domain by delving into educational communication, effective questioning and discussion techniques, engagement of
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learners, assessment during instruction, and the critical need for
instructor flexibility and responsiveness.

Module 4: Receiving and giving feedback
Feedback is an integral aspect of medical education that has
been studied extensively.44-47 The ECTEEP session on feedback focuses on exploring the importance of clarity and relationship building in quality feedback exchange by using a
multidisciplinary model to guide challenging conversations.
Participants learn the differences between feedback and evaluation and gain specific language to use when delivering feedback to trainees, which creates a common language around this
important clinical tool within the institution. For example, the
instructor explains a specific feedback model, the 1-2-3 feedback model (Figure 2b). Then learners view a simulated physician-patient engagement and apply the feedback model to the
video-based case. Barriers to giving feedback (eg, not wanting
to hurt another person’s feelings) and barriers to receiving feedback (eg, feelings of failure) are demystified, and group discussions about fear help alleviate these barriers.
A concern often voiced by physicians in training is that they
feel they are not given enough feedback during their training,
and a strategy that ECTEEP participants learn to alleviate this
problem is to establish key language (words or phrases) to alert
the beginning of the feedback process. Participants also learn
how to recognize encounters that can facilitate actionable,
timely, and consistent feedback.
This module relies heavily on the CD instruction domain,
providing physicians with multiple tools to create rapport, listen, and engage learners in the feedback process. For this module, the facilitator stresses that the giver and receiver engage in a
2-way dialogue to increase the safety surrounding the feedback
messaging. Additionally, participants are taught that the learner
must have clear assessment criteria, the feedback must be timely
and accurate, and learners must engage with the content immediately. Providing physicians with tools for delivering feedback
encompasses the CD domain of professional responsibilities,
since feedback is a central feature of medical training, and both
providing feedback on resident performance and receiving feedback as evaluation are required of faculty by the ACGME (of
note, the word “feedback” is used 23 times in the ACGME
Common Program Requirements for Residency).1

Module 5: Mentorship and coaching
The final module aims to help participants teach through
coaching and mentoring and to clarify the differences between
these 2 training strategies. The International Coaching
Federation defines coaching as, “partnering with clients in a
thought-provoking and creative process that inspires them to
maximize their personal and professional potential”;48 whereas
mentors are defined as “a trusted counselor or guide.”49 By
learning the benefits of each role and when each strategy is best
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used, physicians gain the ability to pivot between working in
partnership, exploring needs, and taking action during encounters with trainees (Figure 2b). Facilitators use an array of
modalities to engage learners, including didactics and handson tactile activities. One such activity has participants pair up
as a coach and a trainee. They are given a laminated drawing of
a shoe with holes in it and a pair of shoelaces. The coach is not
allowed to touch the props or model any action, but rather,
must use only words to help the trainee successfully tie the
shoe. This activity helps convey the idea that coaches view
trainees as being whole, resourceful, and creative, and that
coaching is done to promote success.
The CD domains of planning and preparation, classroom
environment, and professional responsibilities anchor this
module. Facilitators must create a safe environment to allow
participants the freedom to take risks and help participants
work with the material in auditory and tactile ways. Facilitators
also address how to professionally engage in conversations
about personal and professional advancement and must be able
to model both coaching and mentoring behaviors in an
impromptu way.

The Critical Control Points of Skilled Facilitation (or
What Went Wrong?)

In our experience, the most crucial and difficult aspect of
implementing the ECTEEP has been the availability, vetting,
and training of facilitators. Pioneering work on faculty-teaching improvement initiatives has emphasized the importance
and feasibility of facilitator preparation for disseminating quality programming nationwide.50 Our pilot program brought
into stark relief that facilitators must be perceived as credible by
a physician audience and must be able to mediate instruction
that can be practically applied within the context of medical
practice. This problem reveals a conundrum: professional educators have expertise in education but not in medicine, and
physicians have expertise mainly in medicine but not education—yet skilled facilitation for teaching physicians how to
teach requires both. Because it would be impossible for 1 person to facilitate all 5 modules for every iteration of the program, the process of facilitator preparation is a critical quality
control point. Our experiences implementing the ECTEEP
offer several anecdotes that highlight key aspects of quality
“teach the teacher teachers.”
For our pilot program, facilitators for all modules were nonmedical educational professionals with high achievement in
their fields. While most of the educational professionals were
able to bridge the 2 worlds and were well-received by physicians, we note that professional acumen in 1 arena does not
guarantee the ability to apply one’s expertise into a new domain.
Before the pilot program launched, the instructional designer
who created the ECTEEP spent many one-on-one hours preparing educator-facilitators to ensure that they understood
specific medical terminology and the jargon of the teaching
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hospital because all modules contained medically based content to ensure relevance for the physician audience. But some
of our initial facilitator experiences were less than ideal.
For example, 1 master teacher, who was a highly acclaimed
college educator, struggled with applying educational knowledge in a hospital setting, and the physician audience disengaged from the conversation and showed disassociated body
language during the session. Additionally, anecdotal feedback
from physician participants conveyed that the facilitator did
not connect information to their environment, and therefore
the content did not relate to them. Teaching outside of one’s
comfort zone and within an unknown culture is a significant
challenge, stressing a need for training facilitators who have
taught a range of audiences and providing sufficient support
while facilitators prepare to teach.
Other hurdles were minor and sometimes humorous. The
original module on creating safe spaces employed some yoga
practices, but physicians do not normally work in yoga-friendly
clothing, and this created some limitations during active learning exercises. More importantly, some active learning practices,
such as paired activities or physical movements, may be outside
of a participant’s comfort zone, and proper respect for this must
be considered by the facilitator.
Our experiences revealed 2 crucial aspects of facilitation:
First, an educator-facilitator who knows the course content
thoroughly and who has been successful in delivering ECTEEP
content to a physician audience should be available during program implementation to train and monitor facilitators and to
provide feedback to facilitators for program quality improvement. Second, a strong initiative to train medical professionals
in educational theory and techniques to serve as facilitators
should be a top priority. Using physician facilitators creates
some unique challenges, such as emergency clinical situations
that may arise and conflict with scheduled sessions; however,
the credibility and rapport that expert physician facilitators
bring to the ECTEEP is valuable. Currently, 2 of the 5 modules in our program are taught by physician facilitators, and the
other 3 are taught by instructional designers who have a personal rapport with many of the physicians at the institution.
We have found that whether the instructor is a non-medical
guest facilitator, an in-house instructional design specialist, or a
physician, the audience responds best to instructors who can,
through effective active learning modeling, convey the relevance of the topics to the clinical setting.

Adding Value—The Path to Institutional
Endorsement

Physicians who attend any ECTEEP session receive CME
credit, since the program aligns with ACGME requirements
for professional development in teaching. As an added value,
participants can opt to pursue a professional endorsement by
completing the 5 modules within 2 years, being observed at
least 1 time by an instructional designer while teaching in a
clinical situation, and having at least 1 feedback/mentorship
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session with the instructional designer based on the clinical
observation. We felt that this option would encourage physicians to seek feedback within a real-world situation. For residents and fellows who are considering a teaching career, the
endorsement is a tangible step in that direction.
As of the writing of this article, at least 25 physicians have
received the full ECTEEP endorsement, and the informal
feedback we have received on the program has been gratifying.
Physicians have shared their experiences of the ECTEEP with
their trainees, which has kept interest in the program growing.
We have had full attendance for every offering at our institution so far, and the instructional design team is scrambling to
keep up with course offerings while also performing iterative
course improvement. The COVID-19 pandemic forced us to
offer the ECTEEP online in 2020 and part of 2021, and
implementing the program online in a way that retains an
interactive atmosphere has been challenging, but surprisingly
successful.51 Endorsement recipients have spoken highly about
the ECTEEP to their colleagues at institutions nationwide,
and we have received multiple requests from institutions that
would like to implement their own ECTEEP. We are now in
the process of designing an advanced ECTEEP after having
had multiple requests, and we are happy to share specific methods and resources to augment the general overview of the program illustrated in the Figures and Table.

Workflow Requirements

After 2 pilot and 16 official program offerings, we now have
what we believe is a feasible, sustainable, and highly regarded
program. Although it is hard to give an exact quantification of
the time, person-power, and expertise needed for program
implementation, we would give the following rough estimate.
For development of the program, 1 full-time PhD-level
instructional designer spent several months creating the program, which included consultations with at least 5 physicians
and 4 or 5 other educational experts. This represents a high
initial investment of time and expertise. Now that the program
is up and running, we require at least 1 or 2 facilitators per the
5 modules (average 7-10 faculty total) who conduct 2-hour
sessions from 1 to 3 times per academic year. Running the program also requires the assistance of 2 administrators.
Facilitators must prepare for teaching, and preparing facilitators is the most time-intensive aspect of the ECTEEP. Each
facilitator is trained individually in consultation with an inhouse educational expert, with ongoing revision and feedback,
which could require 12 to 30 hours of training and preparation
time, depending on the facilitator’s experience. Facilitators
must have attended the program, have demonstrated skill in
teaching in the clinic, and show a strong commitment to helping disseminate and improve the program. Educational experts
ensure that would-be facilitators gain knowledge of pedagogical methods, are able to conduct the central activities of the
module, and generally have the basic competencies to establish
an effective and positive learning experience.
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Facilitators from different disciplines may emphasize certain
key aspects of the modules that are more relevant to their field,
and this may lead to extra preparation time in consultation with
program developers. For example, an anesthesiologist facilitating
the Mentorship and Coaching module to anesthesiology residents may use personal anecdotes about how they have used
coaching tools during a difficult procedure, emphasizing how to
engage others during a coaching conversation; whereas an internal medicine facilitator might focus more on active listening
skills and how to ask open-ended questions. Thus, a successful
program requires a high level of expertise and major time commitments on the part of educational experts and clinical facilitators, as well as a great deal of flexibility and good humor.

The Perennial Challenge of Time and Support

Lastly, we note that the modules are each only 2 hours long,
resulting in a 10-hour commitment to complete all courses and
2 to 3 additional hours for optional observation and feedback.
It is obviously impossible to fully and deeply cover every teaching method within such a short amount of time. Additionally,
although the courses were designed in conjunction with physicians, the fact that audiences are multi-disciplinary means that
not all clinically relevant content will be specifically relevant to
everyone. In course evaluations, requests for even more clinical
examples and for more opportunities to practice are made.
However, physicians face enormous time constraints while juggling commitments to patients, meetings, research, professional
development, and personal lives, and we believe that the
10-hour core ECTEEP covers an adequate range of teaching
methods that physicians can choose from to adapt to their
unique teaching needs. Developing discipline-specific modules
is one way to handle the need for more clinically centered
activities, but again, the issue of time and expertise are needed
for this next phase of the project.
When we developed ECTEEP we did not have a full
research plan in mind, and so evaluation methods were not
developed to gather generalizable knowledge. However, quality
improvement surveys given after each module show a few
trends. First, participants often comment on how they appreciate the ability of physician instructors to convey real-world
anecdotes and experiences. Second, when sharing what they
found most helpful/relevant/enjoyable about the classes, participants often detail specific activities and tools that they
learned and highlight an appreciation for the interactive nature
of the activities. Lastly, when queried about whether they
learned anything about themselves as educators, participants
provide a wide range of insights, such as recognizing behaviors
they were unaware of and remarking on areas they would like
to improve. A qualitative study to explore how physicians who
have received full ECTEEP endorsement have implemented
the training and what they value most about it is being planned.
We would be remiss by not pointing out that this program
was made possible by substantial institutional support, and lack
of institutional support is a major barrier to providing teaching
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improvement resources to physicians.8 Leaders who believe
that clinical teaching can be improved through explicit training
and support financing and personnel for this endeavor are critical. We hope that this basic outline of our program and the
lessons learned will inspire other institutions to create similar
programs. Ultimately, helping physicians become more skilled,
confident, and satisfied in their teaching abilities will not only
contribute to high-quality medical training, but should also
translate into optimal patient care.

Key Take-home Messages for Establishing Clinician–
Teacher Development Initiatives
Course Content:

•• All teaching strategies and course content must be applicable within physician teaching encounters (ie, must be
medically relevant and feasible in the clinic).
•• The physician perspective must be included within all
course content; physicians must see themselves represented realistically within the courses.
•• Designing medical relevance into course content requires
input from physicians and expertise from multiple medical disciplines.
•• Courses must include time for practice and application
and a takeaway tool or resource that can be implemented
in medical practice.
•• A lead program coordinator who knows all the course
content and who can fill in for any module keeps the
program cohesive and prevents course disruptions due to
instructor scheduling problems.
•• Optional observations in the clinic with trained feedback
experts is one way that physicians can cement learning.
Course facilitation:
•• Facilitators and physician participants should engage in
learning interactively throughout the course.
•• Having clinical faculty and physician trainees (residents
and fellows) participate in the course together is a way to
build connection and a team ethic regarding learning and
teaching.
•• Blocking protected time from the clinic for residents and
fellows helps ensure participation.
•• Training outside educational experts on the medical facets of the content and aspects of medical culture is crucial
and difficult.
•• Training physicians to be course facilitators is the best way
to promote credibility and engagement, and this process
requires a high level of expertise and time investment.
•• Modeling behavior is central to the program. Facilitators
must be able to demonstrate how to implement each
teaching method with a participant.
•• Group discussion about how learners have dealt with
module topics generates enthusiasm and participation.

Hoffert et al
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